Introduction
The purpose of this project was to develop a community centre aftercare service for recently discharged mental patients, ranging in age from sixteen to twenty-five, who were hospitalized for varying periods at Hillside Hospital.
The concept of family-inclusion was the core of the program, which was geared to work with both ex-patients and their parents, with the implicit goal of the total family functioning as a distinct social entity. In addition, an important functional dynamic in terms of basic methodology was the use of multiple family groups (ex-patients and their families) and the formation of new entities or social systems. These systems were used to alter and to enhance the social role behaviour and its generalization to external social life experiences. The tools used were: group counseling, activity-oriented groups and vocational counseling, along with vocational, educational and social activities provided in the community centre and by agencies within the New York metropolitan area.
The basic objective of the project was to involve the discharged patient and his family in an aftercare socialization program and, in addition, to expose them to a dynamically-structured program within the community centre -through a prescribed treatment methodology -thereby reinforcing the patient's and family's integrative process.
The project's aims can be summarized as follows:
1) To demonstrate methods for facilitating the status-role adjustment of the Vol. 17 (1972) adolescent!young adult mental patient through a family-centred group work program in a community centre, with specific attention being given to adjustments in the areas of family life, peer relationships, work and education. 2) To demonstrate methods for helping the parents to play a more supportive role in the status-role adjustment of the expatient, both within and outside his family.
3) To evaluate the effectiveness of the family-centred program described above and to ascertain the individuals for whom this program is most effective.
Services Offered
The services offered to the ex-patients and their families were as follows: a) Multiple Family Group Therapy b) Activity Group Therapy c) Task-centred Groups d) Individual and Family Counseling e) Vocational Counseling
Vocational Counseling
The vocational counselor was instrumental in exploring the vocational and rehabilitation programs in New York City and utilizing their services for young adults. The major objectives of vocational counseling are as follows: a) To evaluate and guide the patient upon discharge from the hospital and upon his joining the project. b) To develop and maintain close contact with the patient through personal interviews. c) To provide encouragement and understanding if he shows signs of instability or insecurity on the job, in school or in training. d) To arrange placement of the patient in different employment training programs if the need for change is indicated.
Methods
The project design established the use of multiple group systems as the basic method of working with families and ex-patients. As the first year progressed the need for individual and family-unit counseling became apparent. It was also evident that the initial stage of the project required a more directive approach, with staff intervention in terms of school, work and related areas. Along with the more active' intervention of staff there was the development of parallel activity in planning and decision-making on the part of the ex-patients and other family members involved in the task-eentred structures. This use of various methods and techniques developed in a generic socialwork and treatment approach.
Multiple Family Group Therapy
During the first phase of the project, emphasis in the groups was placed on working through various feelings and resistances which emerged.
The resistance areas verbalized by some of the ex-patients centred around pressures they felt from doctors, social workers and parents to join the project. Some also felt that the project would interfere with their need to achieve adult independence and would instead foster increased dependence upon their parents. To them the sponsoring of joint activities indicated that the staff saw them as children, as did their parents.
Joint discussion groups were more acceptable to these patients. However, many felt that the problems in the family were too great to be resolved. Underlying the overt resistance to involvement with parents were fears of inadequacy, possible failure and a general feeling of helplessness. The more articulate members were anxious to confront parents, while the more withdrawn were terrified of direct confrontation with their parents.
Another area of resistance was related to the phenomenon of 'flight into health', which many patients experienced at the time of discharge. Not only the patient but his family often equate the discharge with being well. To be referred to a year-long aftercare program means that the patient is not cured and he strongly objects to attending meetings with other 'mental patients'. He wants to forget that he has been in a psychiatric hospital and he feels that continued contact with the hospital will keep him ill.
Gradually the ex-patient's attitude changes as he is faced with reality and the difficulties of adjusting to the community. The resolution of this problem was gradually achieved as he and his parents became more identified with the project, more involved in roletaking as members of planning committees and had some specific ego-satisfying experiences in the community centre. As the need for help became stronger the resistance lowered.
Resistance to joining the project on the part of the parents was rare. In many cases they requested continued help and specifically asked to be referred to the project. They saw the patient's post-hospital period as crucial and the time when they (the parents) needed the most help. They realized that now that the child was out of the hospital the parental role was reactivated and they openly stated that they needed help, and that they did not want to make the same mistakes again. During hospitalization the hospital assumes many of the roles, particularly in the area of authority and decision-making. After discharge the parents must again assume their parental responsibilities, and thus are eager to have a resource such as the project to which they can turn for help.
The initial resistances were overcome through the group process. A similar process occurred in all groups. There was a tremendous need for members to 'pour out' their feelings, to relieve the burdens of guilt, and they were unable to relate their experiences and feelings to those of others. Essentially this is a sharing process without the component of readiness.
In the beginning it was the worker who assumed the role of connecting these experiencesand feelings by identifying the underlying problems and issues and by pointing out the similarities in the problems presented. The members strongly depended upon her to direct and control the group. They related to each other but did this primarily through the worker and they solidified around her.
In all groups the members' self-image was extremely low. Patients and parents alike felt that they had failed and that they were incapable of bringing about any change. Since they were inadequate, they did not feel they could help others, and looked to the worker for the answer.
Signs of cohesion began to occur. The parents started to socialize after the meetings. They provided rides for one another and some saw each other between sessions. In the ex-patient groups socialization beyond scheduled meetings also took place. Relationships between parents and children from different families evolved. When the group became cohesive its inner strengths developed and the members began to take on more responsibilities. The worker could then relinquish her former role and assume a less active one.
During the early phase, the parents' concern centred upon their children, and they resisted any attempt to direct the discussion towards themselves. References were made to marital conflicts but on a superficial level. In time the members became more receptive to self-evaluation. The worker's role was one of intervening and directing their discussions back to themselves. A tape recorder was used to help the parents in assessing the group and themselves.
The ex-patient groups were less resistant to looking at themselves -most members having some insight and skill in using psychiatric terminology. However, they could not put this knowledge to work. Their problems were concrete, centering on such things as not being able to travel or ride the subway alone or being unable to obtain and hold a job. Activities aimed at helping them with these concrete problems were carried out within the separate groups.
The ex-patients were more resistant to looking at their relationship with their parents. The planning and participation in joint activities served as a reality-testing ground and provided a breakthrough in discussing parent-child relationships. Separate discussion groups for the parents and the young adults laid the foundation for the joint meetings which took place later.
Activity Group Therapy
The use of discussion groups served as the prime method of treatment. However, as a single method it had many limitations and did not fully meet the needs of the expatient and his family. The simultaneous use of discussion and activity provided a flexible method of working with groups.
The initial activities sprang from the needs of the ex-patients. Although, as mentioned above, a great number of the members were highly articulate and most were adept in the use of psychiatric terminology, they could not put this knowledge and understanding to work. Other members fell into the other extreme; they were uncommunicative and unable to verbalize or relate to others -they were isolated and withdrawn. Most members viewed themselves as 'misfits' in the community. Failure is their expectation. Their life experience is limited, partially due to age and partially to their low self-esteem.
The use of group activities helped bridge the gap between self-knowledge and actual growth. It provided a means for communication other than verbal. Often a reversal of roles was seen. The verbal member, an active leader in the discussion group, was frightened of the new experience, while the non-verbal member assumed an active helping role.
In the case of a 'year-end' party which was attended by all but one family, many of the young adults were surprised to find that they were able to enjoy an activity with their parents and that they did not feel inhibited or controlled. The parents, on the other hand, felt that many of the young adults were quite capable of planning and carrying out the responsibilities entailed in implementing the party and demonstrated a much higher degree of social interaction than would have been expected.
The varied use of programming, which allows for shifting of roles, was a major factor in promoting group cohesion. It allowed for a quicker identification of individual and group strengths and problems, and in the end became the means of resolving problems and an additional source for the building of strengths.
Task-Centered Groups
During the first phase the activities were highly structured and planned by the staff. The main purpose at that time was to introduce the families to activities in the community centre. The second step was the formation of a planning committee with volunteers, from all the groups.
Past behaviour and role patterns quickly emerged. The parents tended to dominate by assuming the responsibility of planning for their children. The majority of the young adults accepted a lesser role. The few who were openly hostile intimidated the parents, who reacted by temporarily becoming permissive and relinquishing their authority roles.
It was the task of the worker to help the group achieve equilibrium by encouraging the members to assume new roles, and she strongly supported the active participation of the young adults. The parents, by identifying with the worker, began to support young adult participation by giving up their controls. The worker consciously placed the young adults in key rolesactually in authority over parents. To achieve group goals parents and young adults had to develop a working relationship, and as their relationship strengthened the worker could begin to pull away from the group. The ultimate goal is a self-functioning planning committee with staff available for consultation.
In some cases whole families worked on committees and in other cases different members worked together. Relationships between parents and other children developed. Children of single parents had the opportunity to work with other parents of the opposite sex.
In the parent discussion groups it was usually the mothers who assumed a dominant role, with the fathers taking a. secondary role as they did in the home. It was found that in the planning committee and in activity groups the fathers were more comfortable and were able to take on more dominant roles.
Thus far the joint activities have ranged from folk dancing with a community-centre group to a picnic. The initial activities were based in the centre and then extended into the community. The type of activity progressed from highly structured passive activity to a less structured and more actively involving one.
Individual and Family Counseling
Families or individual members of the family were seen by the worker outside the group setting. The families could request additional help or the worker could suggest family counseling, depending upon the nature and severity of the problem brought to the group. Usually the treatment was shortterm; however, the length is determined by need. These families were usually multiproblem ones with more than one disturbed member. Siblings and other members of the family were sometimes included in the group meetings 'and in the family counseling sessions.
Home visits were used for diagnostic and treatment purposes and every family was visited at least once by the worker. The visits usually included a meal with the family, and were responded to most favourably by the members. The families were very receptive to the visits, and viewed them as an indication that the worker was willing to reach out to them. In their own environment the family members were more relaxed and open about their problems. In an institutional setting families tend to stress their weaknesses and inadequacies. However, in the home the strengths and positive elements came through much more strongly and with greater clarity.
The five major areas of concern with which the program dealt are as follows: 
Communication
Difficulties and confusion among the members of the family centering around problems of the ex-patient in adjustment to family life and the outside world.
Expectations -A range of either excessively high expectations and demands or virtually no expectations or demands by the parents upon the ex-patients or, in a reciprocal manner, distorted demands and expectations placed by the young adults on their parents.
Hospital Stigma -Stigma of hospitalization in a psychiatric institution, its effects on the discharged patient and his family and also the community's attitude toward psychiatric patients.
Role and Status Adjustment -Role and status confusion and perplexity evident or experienced by both the ex-patients and their families, and socialization experiences in different areas.
Vocational and Educational Adjustment -Difficulties in integrating into vocational and educational settings.
Evaluation of Outcome-Status of First and Second Year

Groups of Patients
The research design of the project calls for annual follow-ups of the patients participating during each of the preceding years for the length of the project. At this point there has been time for two re-evaluations. The seventy-seven ex-patients who finished the program in the summers of 1968 and 1969 were contacted for assessment one year later. They were asked (when possible by the same social worker who had worked with them) to come in for an interview. In some instances the interview was conducted over the telephone and in a few instances the parents were interviewed when the expatient was inaccessible. A follow-up questionnaire was developed for recording information. The social worker and research director then jointly made panel decision ratings on the same scales as were used when the ex-patients had been rated at the begin-ning and end of their year in the project. Of the seventy-seven patients, sixty-nine or 85 per cent were interviewed at that time. The majority of the other eight were not available 'but there is no reason to think that they cannot be contacted again. These eight were by no means the most disturbed.
In addition to the main evaluation (panel decisions of status-role adjustments) which has already been completed for the first and second years' group, a much more detailed analysis of the extensive body of information about the ex-patients is being done.
The data are being analysed to determine which measures best discriminate between those ex-patients with the best and those with the poorest final adjustments, as well as which measures will best predict change and/ or improvement. It is hoped to determine what variables (demographic, history, test performance) characterize those expatients who, at the end of the year, are functioning at comparatively high and low levels and what characterizes those who have shown most and least improvement.
The measures in the plan which lend themselves to factor analysis are the Family Problems Test, the Institute for Personality and Ability Testing Anxiety Scale (IPAT 16 PF) and the Socialization Ratings. The Family Problems Test is currently being subjected to factor analysis. Second-order factors have already been supplied by the constructors of the IPAT 16 PF, so there is no necessity for further simplification. Two factor analyses have already been completed on the Socialization Ratingsone on the ratings of the ex-patients and one on the ratings of the parents. There appear to be five dimensions to the ratings made of the socialization behaviour of the ex-patients: acceptance by peers and ability to give and take; behaviour in the activity programs; compliance and control; appropriateness of response; specific behaviour toward the opposite sex. The five dimensions of the socialization behaviour of the parents are not exactly the same, but very similar: acceptance of and by peers and ability to give and take; behaviour in the activity pro- grams; compliance and control; attitudes toward spouse; attitudes toward ex-patient. Thus, in each case over forty variables have been reduced to five. Those measures which are being simplified by summarizing in the process of coding are taken from the following forms: background information, patient's interview, parents' interview, home visit family interaction, end of the year questionnaire for expatients and end of the year questionnaire for parents. The Sentence Completion Test and Draw-a-Family Tests will be scored and coded later.
It is anticipated that all the simplification and coding will be completed by May of this year, and that the measures used on the first year's group will shortly thereafter be ready for statistical analysis. At that time we should be able to determine which are the most effective measures for future use, and what typically characterizes those who appear to benefit most and least from the type of program being offered.
You better mind yer parents, an' yer teachers fond and dear, An' churish them 'at loves you, ali dry the orphant's tear, An' help the pore an' needy ones 'at clusters all about, Er the Gobble-uns'll git you Ef you Don't Watch Out! Little Orphant Annie James Whitcombe Riley 1849 Riley -1916 
